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Background: Transitions of care from specialty and acute settings to primary care abound. Compared to the continuity
in end-of-shift handoffs, care transitions involve provider communication between practices and facilities with their own
cultures and bureaucracies. Using the transition from acute care to outpatient primary care for stroke/transient ischemic
attack (TIA) patients as a case study, this qualitative research explored communication practices and institutional arrange-
ments among clinical providers responsible for longitudinal management of hypertension.
Objectives: Researchers investigated the barriers and facilitators of effective communication between acute stroke/TIA
inpatient and primary care providers at a Veterans Affairs Medical Center.
Methods: A multidisciplinary team conducted consensus-based coding and thematic analysis of semistructured inter-
views with 21 clinical providers (9 with primary responsibilities for inpatient care and 12 with primary responsibilities in
outpatient, primary care).
Results: Thematic analysis of responses identiﬁed three factors that inﬂuenced communication between clinical provid-
ers: (1) consistent, concise but complete medication and treatment plans; (2) reliable, standardized discharge documentation;
(3) use of multiple modes of communication. Participants identiﬁed cultural barriers, including challenges with rotating
providers at a teaching hospital and local discharge practices.
Conclusion: Ambiguity about who is being handed off to and time pressures in the acute setting may lead inpatient pro-
viders to give lower priority to discharge communication, leaving outpatient providers with low-quality information. While
electronic templates have standardized key components of discharge documentation, improvement opportunities remain.
Increased awareness of the challenges and opportunities on each side of the care transfer could foster communication prac-
tices that systematically account for the information needs of inpatient and outpatient providers.
Since The Joint Commission speciﬁed a standardized ap-proach for handoffs in its 2006 National Patient Safety
Goals, an extensive literature has emerged investigating tran-
sitions across the continuum of care and responsibility for
patient discharge.1–4 While progress has been made in as-
sessing within-unit transitions and end-of-shift handoffs,
recent studies have revealed the inherent complexity in-
volved in transitions of care, such as those between inpatient
and outpatient care providers.5 Recent assessments propos-
ing interventions for improving transitions of care have
suggested that novel conceptual frameworks are necessary to
move beyond the mechanics of information processing toward
underlying motivations, social dynamics, and contextual
factors that shape how communication occurs between dif-
ferent types of providers.6 Kripalani and colleagues in a
systematic review emphasized how incomplete discharge
information, such as conﬂicting diagnoses, delayed test results,
and inaccurate medication plans, creates discontinuities
between hospital-based and primary care physicians.4 As com-
pared to end-of-shift handoffs where terminology, physical
context, and other structural factors are relatively stable, tran-
sitions of care typically involve facilities with their own culture
and bureaucracy.7 Variability in organizational structures, the
ﬂow of work, and patient care goals have been identiﬁed as
potential challenges in transitions of care that cross unit- or
facility-based boundaries.8 Discontinuities between the in-
patient and outpatient settings under the hospitalist model
of care require adaptations in discharge communication.9
Given that miscommunication between providers during
transfers of care can lead to serious preventable adverse events,
research that identiﬁes barriers to communication in tran-
sitions of care is critical for ensuring patient safety.10
The transition of stroke patients from acute inpatient care
to treatment in primary care clinics depends on effective
communication. Stroke is an important case to examine care
transitions in particular, because postdischarge care for patients
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with stroke, such as hypertension management, is critical.
Stroke is the second leading cause of death worldwide and
fourth in the United States.11 About every 40 seconds
someone has a stroke, and every 4 minutes a person dies from
one. Hypertension, one of the most common conditions
managed in outpatient primary care settings, is the single
most important modiﬁable vascular risk factor for patients
with acute ischemic stroke or transient ischemic attack
(TIA).12 Surprisingly few studies have investigated the dy-
namics of communication between inpatient and outpatient
providers who care for stroke/TIA patients. Evidence sug-
gests that there are persistent deﬁciencies in the quality and
delivery of secondary prevention strategies.13–16 Potential bar-
riers to patient care following stroke/TIA include the
following: suboptimal follow-up of stroke survivors; inad-
equate initiation and intensiﬁcation of antihypertensive
medications during hospitalization and outpatient follow-
up; differences in expectations regarding hypertension
management in the period immediately after discharge; and
poor communication between inpatient specialty providers
and outpatient primary care providers (PCPs).17–20 Ample
evidence of a “vulnerable gap” in the transition of post-
stroke/TIA patients from inpatient to outpatient settings
suggests a need to learn more about how these transitions
take place and the thought processes that underlie provider
behavior.
We aimed to study how various forms of discharge com-
munication (for example, face-to-face, electronic) affect patient
discharge using stroke/TIA patients as a case study in a ter-
tiary Veteran Affairs Medical Center (VAMC). As the largest
integrated system in the United States, the Department of
Veterans Affairs (VA) has used an electronic health record
(EHR) system since 1999.21 The VA’s adoption of the EHR
has transformed clinical communication, leading to in-
creased efficiency but also creating new sources of error22 and
reduced face-to-face and telephonic communication, which
in other industries has been shown to provide the highest-
quality transfers of information.23 We designed a qualitative
study focusing on the transition in management of hyper-
tensions for patients with stroke/TIA who were discharged
from the hospital to primary care. Thematic analysis of in-
terviews conducted with clinical providers identiﬁed facilitators
and barriers of effective transitions between care settings, the
speciﬁc reasons they exist, and strategies that might address
communication problems.
METHODS
Setting
The study, which received ethics approval from the Indiana
University Institutional Review Board, was conducted at the
Richard L. Roudebush VAMC, an affiliate of the Indiana
University School of Medicine. The medical center annu-
ally treats more than 200 stroke/TIA patients. Stroke/TIA
patient care was selected as a case study because safe and
effective management of hypertension depends on coordi-
nated, cross-service communication.
Provider Sample
In a traditional academic model, Neurology admits and dis-
charges most stroke/TIA patients in addition to serving in
a consulting role to the medicine hospitalist unit. Approx-
imately 75% of the patients with strokes/TIAs also have a
history of hypertension, necessitating medication adjust-
ments at discharge. Blood pressure is managed by teams
comprised of an attending physician, residents/interns, medical
students, a clinical pharmacist, and a nurse care manager.
Although discharge documents are structured templates in-
tended to ensure inclusion of key components (for example,
diagnoses, tests, hospital course), they vary considerably and
typically lack speciﬁc recommendations for ongoing blood
pressure management in the transitional period before out-
patient care.
Because physicians, nurses, and pharmacists play key roles
in patient discharge, we recruited a purposive sample of 21
providers, with representatives from each group. We se-
lected respondents based on their clinical involvement in
discharge processes. Participants included 8 physicians (neu-
rologists, residents, internists, and outpatient providers),
8 nurses, and 5 clinical pharmacists. Of the 21 providers,
9 had primary responsibilities in inpatient care, and 12 pri-
marily worked in primary care/outpatient clinics. Participants
included 12 women and 9 men (average age: 40) with a
median VA experience of 10 years (range: 2–35). A project
coordinator experienced in qualitative interviewing con-
ducted a semistructured one-on-one interview lasting 15–
30 minutes. Key topics included perceptions of hypertension
management, communication issues, education/training, and
components of optimal discharge summaries. The inter-
view guide was piloted with test participants and reﬁned
accordingly (see Sidebar 1 and Sidebar 2).24,25 Although pa-
tients were recruited through physician referral during their
inpatient stay, insufficient sample size and patients’ limited
cognitive ability to respond led us to focus our analysis on
clinical providers. Ethics approval was obtained from the uni-
versity Institutional Review Board and VAMC Research
Committee prior to recruitment.
Data Collection
Data collection took place between June 2013 and July 2014.
Interviews were audio-recorded, professionally transcribed
verbatim, checked for accuracy, and then imported into
Atlas-ti, a qualitative analysis software tool.26 A multidisci-
plinary team analyzed data during a six-month period using
immersion/crystallization, an inductive method for identi-
fying themes.27 The team consisted of an internist (LC), a
neurologist (JS), a qualitative health researcher (RF), and an
anthropologist (NR). In the ﬁrst phase, three team members
used a “horizontal pass”27 technique to independently iden-
tify meaningful segments by reading each transcript in its
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entirety. Consensus on patterned themes observed in the
data emerged from iterative discussion about variation across
interview participants and deviant cases. In the second
phase, the anthropologist coded each transcript to identify
quotations about barriers and facilitators to communica-
tion. Finally, matrices depicting recurring barriers and
facilitators among different sets of providers were discussed
among the multidisciplinary team.28
Sidebar 1. Inpatient Clinician Interview Guide
Section 1: Previous Experience
1. What type of training, if any, have you had in communicating with patients and colleagues about hospital discharge?
2. Please describe your approach to talking with post-stroke/TIA patients and family members about the importance of medication
adherence with their hypertension medications.
Section 2: Stroke Specific Communication
3. What are some of the challenges/barriers you experience in communicating with post-stroke/TIA patients who have hypertension at
discharge?
4. What are the greatest satisfactions you experience in communicating with and about these patients?
5. What are the challenges you experience in communicating with other inpatient team members (physicians, nurses, PT/OT etc.)
about post stroke/TIA patients with ongoing hypertension?
6. What are some of the challenges you experience in communicating with primary care clinicians about post stroke/TIA patients with
hypertension?
7. Please describe your role in managing hypertension in post stroke/TIA patients?
—During the acute hospitalization?
—During discharge?
8. If there are specific hypertension management guidelines or recommendations you follow/adhere to for post stroke/TIA patients
would you please describe them?
9. In your opinion, what information should the ideal discharge summary contain?
10. In your opinion, what could be improved about the discharge process for post stroke/TIA patients?
Section 3: Teams and Teamwork
11. In what ways has the PACT model helped or hindered care for post-stroke/TIA patients?
12. If you could make one change that would help improve communication with patients and between inpatient and primary care
clinicians what would it be?
13. Anything you’d like to add?
Sidebar 2. Outpatient Primary Care Clinician Interview Guide
Section 1: Previous Experience
1. What type of training, if any, have you had in communicating with patients and colleagues about hospital discharge?
2. Please describe your approach to talking with post-stroke/TIA patients and family members about the importance of medication
adherence with their hypertension medications.
Section 2: Stroke Specific Communication
3. What are some of the challenges/barriers you experience in communicating with post-stroke/TIA patients who have hypertension
and are following up in primary care?
4. What are the greatest satisfactions you experience in communicating with and about these patients?
5. What are the challenges you experience in communicating with other outpatient team members (physicians, nurses, PT/OT, etc.)
about post stroke/TIA patients with hypertension?
6. What are some of the challenges you experience in communicating with primary care clinicians about post stroke/TIA patients with
hypertension?
7. Please describe your role in managing hypertension in post stroke/TIA patients?
—During the acute hospitalization?
—During discharge?
8. If there are specific hypertension management guidelines you follow/adhere to within one month for post stroke/TIA patients would
you please describe them?
9. In your opinion, what information should the ideal discharge summary contain?
10. In your opinion, what could be improved about the discharge process for post-stroke/TIA patients
Section 3: Teams and Teamwork
11. In what ways has the PACT model helped or hindered care for post-stroke/TIA patients?
12. If you could make one change that would help improve communication with patients and between primary care clinicians and
inpatient clinicians or team members what would it be?
13. Anything you’d like to add?
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RESULTS
We report on factors that shape variation in communica-
tion during transitions of care in two areas: provider-
provider interactions and cultural issues. Although interview
questions primarily focused on stroke/TIA care and hyper-
tension management, participants consistently reported on
facilitators and barriers related not just to stroke/TIA but
also to care transitions more generally. We have interpreted
examples and representative quotations, chosen by consen-
sus, to classify these themes into barriers (Table 1) and
facilitators (Table 2) to effective transitions of care. Edited
excerpts of some of these quotations are provided through-
out the Results section.
Factors Influencing Provider-Provider
Communication
Analysis of responses identiﬁed three factors that inﬂuenced
communication between clinical providers: (1) consistent,
concise but complete medication and treatment plans;
(2) reliable, standardized discharge documentation; and
(3) use of multiple modes of communication. There was
agreement among respondents that when these criteria were
met communication was facilitated. By contrast when they
were absent it led to poor quality and clarity of discharge
information. Each factor is discussed in detail below.
1. Consistent, Concise but Complete Medication and
Treatment Plans. PCPs described the challenges of lack of
reliability in the discharge information they received, coping
with asynchronous anonymous communication, and lack of
rationale about discharge planning, treatment, and medi-
cation changes. Although discharge summaries utilized
evidenced-based templates to ensure inclusion of all neces-
sary components, respondents reported that there is little
attention to ensuring their quality, resulting in a great deal
of variability and lack of trustworthiness. Providers primar-
ily attributed the wide variation in quality to the “copy and
paste” technique of documentation, which was seen as in-
creasing the volume of information but degrading its
reliability, and thus usefulness.29 Two attending physicians
who had each worked for more than a decade in VA out-
patient care expressed ideas about areas to improve discharge
processes:
What’s happening now is that you usually don’t get that clear of
an assessment. Usually it’ll be something like they’ll cut and paste
from the admissionnote, so it’ll say, like, presumed, stroke ormaybe
they’ll say stroke but they won’t say, “I think that this stroke is
because this patient had cocaine intoxication.” (PCP, P6)
Discharge planning needs to happen early in the
hospitalization—follow-up providers need to be contacted so
that they understand the plan and can discuss it with the hos-
pital providers alongwith any needed arrangements for the patient.
Some of the arrangements are medical arrangements like ap-
pointments and tests, and other arrangements are like home
accommodations, like does the patient need a home nurse and
when should the patient come back for a medical evaluation
and which specialists need to see that patient again, what medi-
cations should be taken for how long. (PCP, P9)
These providers suggested that the ideal discharge summary
would include a clear assessment of symptoms, including
stroke etiology, impact or extent, and a follow-up plan.
2. Reliable, Standardized Discharge Documentation.
Inpatient and outpatient providers described the format
and locations of various provider records as barriers. Pro-
viders expressed frustration with variations in discharge
documents:
Fragmentation and a lack of consistency between these docu-
ments about what really happened or what’s needed or what’s
going to happen next [because] so many documents have to be
ﬁlled out by different people, between nurses, doctors, and phar-
macists, that it leads to potential risks for patients. (PCP, P11)
There’s always a discharge summary but there isn’t any particular
quality control.Themedication list is an area of particular difficulty
because frequently there’s a discrepancy between the discharge
medications and the discharge instructions about the medica-
tions. We need a way to decrease this sort of error. (PCP, P15)
Thus, excessive information may be misleading, such as
when medications taken prior to hospitalization and med-
ication prescribed at discharge are not clearly or consistently
differentiated. Participants reported that information nec-
essary for assessment and treatment was often lost amid a
string of differential diagnoses, normal test results, or
prewritten “coding” phrases that were time consuming to
review. Participants perceived increased reporting and com-
pliance requirements as adding unnecessary complexity and
redundancy to documentation.
3. Provider Use of Multiple Modes of Communication.
A key facilitator of effective transitions of care is having both
the time and willingness to communicate outside the EHR.
An inpatient physician (P18) suggested that a personal phone
call or in-person meeting with an outpatient provider could
be beneﬁcial because solely relying on discharge summaries
leads to unwanted interpretation. Yet inpatient clinicians
also struggled to readily identify a patient’s appropriate
provider and a direct contact number. Time constraints
discourage interpersonal communication. One attending phy-
sician pointed out:
There isn’t time for [a phone call] since it’s not planned into
my schedule. If I do call a doctor, I’m interrupting that per-
son’s work—If he or she calls me, he’s interrupting my day.
We need a better way to plan ahead for these conversations to
happen. (PCP, P9)
Despite being identiﬁed as ideal by inpatient and out-
patient physicians, phone, e-mail, and other forms of
personal communication are infrequently used. Subse-
quently, busy outpatient nurses and physicians attempt to
use a “best guess” strategy to interpret vague, ambiguous,
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Table 1. Key Barriers to Effective Transitions of Care
Type of Interaction/Issue Barrier Examples Representative Quotations
Inpatient Provider
–Outpatient Provider
(1) Overreliance or
exclusive use of EHR
for provider
communication
1a. Contact information for
attending physicians or
other clinicians is missing
or incomplete
1b. Lack of standardized
protocol for coordination
between neurology and
primary care
“We can pull up who is on the call list [in the EHR], and I’d say that
50% of the time that’s just completely wrong. So you’ll be paging a
pager and they’ll page with ‘What the heck,’ and they will say ‘No,
I’m not on call tonight.’” (Neurology RN, P4)
“As a primary care physician, I feel sometimes the specialist may
sort of drop the ball and default to primary care . . . there probably
needs to be good communication and coordination of follow-up
between primary care and neurology.” (PCP, P7)
(2) Lack of accuracy
and relevance of
information about
medication and
treatment plans
2. Rationale about
treatment or medication
plan not supplied by
inpatient clinician
“The ideal discharge summary would contain an assessment of the
etiology of the stroke and a specific plan for follow-up in the
outpatient setting, including a plan for when the patient needs to
be seen in the clinic. What’s happening now is you usually don’t
get that clear of an assessment. Usually it’ll be something like
they’ll cut and paste from the admission note, so it’ll say, like,
presumed, stroke or maybe they’ll say stroke but they won’t say, ‘I
think that this stroke is because this patient had cocaine
intoxication, right?’ Or, you know, whatever the problem is.” (PCP,
P6)
(3) Lack of accuracy,
reliability and
completeness of
discharge
documentation in the
EHR
3. Discrepancies between
discharge medications and
discharge instructions;
poor quality of notes
“There’s always a discharge summary, but there isn’t any particular
quality control. So the information that’s in them and the quality of
the information that’s in them varies widely. The medication list is
an area of particular difficulty because frequently there’s a
difference or discrepancy between the discharge medications and
the discharge instructions about the medications . . . we need a
way to decrease this sort of error margin.” (PCP, P15)
“It’s a patient by patient thing. It depends on how well the notes
are written, you know. Some of them, they have great notes in
there and I can get all the information I need out of the note. That’s
inpatient doctors. Some of my doctors don’t write great notes, you
know, they don’t. When you see a note that wasn’t real detailed or
there is something missing, I wish they would have written a better
note, because then I end up having to bother the doctor.” (RN,
P10)
Cultural (1) Challenges with
rotating providers at a
teaching hospital
1a. “Convoluted” system
of changeovers inherent in
teaching hospitals
“I think our system is kind of convoluted and we have a lot of
changeovers that makes it difficult to pinpoint who is actually
attending—Now I am being very general on that, not specific to
the stroke—sometimes you think you are talking to the right
physician, they will say ‘oh, no that’s, I am not responsible for that,
you need to go to another service for that particular question.’ I
think it just the uniqueness of us being a teaching facility and that, I
think that makes even more challenging.” (Inpatient RN, P12)
1b. Medical students are
not trained in standardized
methods of discharge
communication
“You learn by seeing and doing.” (Resident, P25)
“Can’t remember any specific training; I’ve had on-the-job training,
I think, and that has been years but nothing specific, no workshops
or seminars or anything like that that I can recall.” (PCP, P15)
(2) Cultural models for
transitions of care
2a. Cultural practices that
rely on communication
solely through EHR
“Having to rely on [the EHR], things may not always be put in in a
timely manner. . . . The providers don’t always have their day’s note
in yet.” (Inpatient Pharmacist, P2)
2b. Transitions of care are
conceived as serial
exchange rather than as a
shared responsibility
“We talk a lot about handoff, and there is no hand off . . . the
current handoff is more like a punt, , , , I am going to kick it to you
and . . . it’s your ball . . . it is going to require a cultural change
where, as part of the discharge process, there is some sort of
handoff and it is some sort of communication.” (PCP, P15)
3) Local practices of
discharge
3a. Primary care provider
unaware of patient
hospitalization
“My role in [hypertension management] is zero because in our
facility’s cultural scheme the hospital team does not call me if my
patient is admitted to the hospital. And they also don’t call me
when the patient is discharged and so therefore I follow up with the
patient following discharge. It doesn’t have to be that way. I think
you know certainly the hospital team has the primary care in the
inpatient setting and they have the responsibility. One could ask
whether there’s some benefit to coordinating with the outpatient
doctors. I think there probably is some benefit that could be
gained. It almost never happens. I can’t even think of the last time
anyone’s called me about one of my patients who was admitted.”
(PCP, P9)
3b. Time constraints limit
quality (limited
comprehension
assessment; ex: teach
backs) of discharge note
“There isn’t time for [a phone call] during the day, it’s not planned
into my schedule and if I do call a doctor . . . I’m going to be
interrupting that person’s work and that person’s day. . . . If he or
she calls me he’s interrupting my day. . . . what we need is a better
way to plan ahead for these conversations to happen.” (PCP, P9)
EHR, electronic health record; PCP, primary care provider.
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Table 2. Key Facilitators of Effective Transitions of Care
Type of Interaction Issue Facilitator Examples Representative Quotations
Inpatient Provider
–Outpatient Provider
(1) Utilization of multiple
modes of
communication in
addition to EHR
1. Face-to-face, phone or
e-mail communication
between inpatient
providers and PCPs
within one week of
discharge
“It is like a godsend . . . when I am attending on the inpatient
service, I try to encourage my medical students and residents
to communicate with the PCP just to try and improve that
communication because it is a huge gap; it is assumed the
PCP is going to read the Discharge Summary and the PCP
will understand what happened and all the changes and
additions and, to some extent, that is true that the electronic
medical record facilitates some sort of transition; but by
itself, it is inadequate and it could be really improved with a
phone call or e-mail or some sort of outreach.” (PCP, P15)
(2) Agreement between
inpatient and outpatient
providers on
hypertension guidelines
and medication plan
2a. Standardized
communication between
Neurology and
outpatient PCPs
“I am not aware of a standard protocol. I don’t think we have,
like for our congestive heart failure patients, when they’re
discharged we have a special button that we push on in the
postdischarge follow-up phone call template. I don’t think we
have that for stroke patients, so that would be something
that would be really helpful.” (Outpatient RN, P17)
2b. Outpatient providers
adhere to blood
pressure
recommendations from
Neurology
“During the acute hospitalization we adhere strictly to the
guidance provided by the neurology consultant— depending
on their recommendations and the context of the specific
patient case—we adhere to the recommendations offered by
that team, in the sense of managing with the blood pressure
to a degree that they wish and that includes heart rate
management, that includes medication management in
coordination with their recommendations whether it’s blood
pressure, anticoagulants, or whatever they deem necessary
that’s important to the management of the TIA patient.”
(PCP, P11)
(3) Complete, concise,
and accurate discharge
summaries and clinical
notes in the EHR
3. Specific training for
residents that reframes
discharge
documentation as
bridge between
inpatient and outpatient
care
“We need to stop going through residents when acute issues
are occurring . . . they need to learn, but they also need not
to be barriers to direct communication between attending
[physicians] . . . rather than having a process that involves
communication with intermediaries, it should be a direct
warm handoff and communications between experienced
knowledgeable providers who are ultimate[ly] responsible for
those veterans rather than those who have no ownership or
longitudinal memory.” (PCP, P11)
Cultural (1) Standardized
approach to teaching
nurses, pharmacists, and
residents about patient
discharge
1. Providers educated on
discharge
communication
“A lot of the staff nurses have very little knowledge and/or
training about strokes so somehow we became the
designated stroke floor, but with no extra
education . . . Training needs to be ongoing, like there needs
to be extra in-services, if we are going to be dedicated stroke
floor.” (Inpatient RN, P19)
(2) Shifts in attitudes,
values, and behaviors
about the nature of the
transition process
2. Shared responsibility
for bidirectional
communication
“In the transition of care . . . just coordinating a good
comprehensive EMR documentation that allows the next
provider to follow through with the acute changes that have
occurred . . . is the best we can do.” (PCP, P11)
(3) Improved use of
multiple communication
channels
3. Functioning
“teamlets” in Patient
Aligned Care Team
(PACT) (patient-centered
medical home model)
“The PACT model has helped. I know my patients that have
had TIAs or strokes, I know who they are, my doc knows who
they are, we’re able to communicate, the two of us, along
with the patient. We’re just familiar with their history, familiar
with their concerns, so I think it just improves continuity of
care for the patient.” (Outpatient RN, P17)
“Philosophically, I believe Team-based care is better than
physician-driven solo care. So you need for optimal stroke
care, stroke/TIA/hypertension management, you need
multidisciplinary; you need more eyes; the more eyes the
better, a team that improves continuity, that improves access
to care, which are important concepts that the PACT model
espouses.” (PCP, P15)
EHR, electronic health record; PCP, primary care provider; TIA, transient ischemic attack.
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or missing discharge information provided by their inpa-
tient colleagues.
Cultural and Systems Barriers to Managing
Transitions of Care
Three systems-level or cultural factors to managing care tran-
sitions were identiﬁed, (1) challenges with rotating providers
at a teaching hospital, (2) cultural models for transitions of
care, and (3) local discharge practices.
1. Challenges with Transient Providers at a Teaching
Hospital. Participants discussed the challenges inherent in
teaching hospitals where medical interns and residents play
a pivotal but transient role. An inpatient nurse (P12) ex-
plained how a “convoluted system of changeovers” at the
end of shifts can make it difficult to identify the appropri-
ate attending physicians and residents. Multiple residents
share responsibility for a single patient: One resident may
admit the patient, a second resident may care for him or
her during the hospitalization, and a third resident may
complete the discharge documentation in the EHR. A
majority of inpatient and outpatient providers conﬁrmed
that training in effective discharge procedures is lacking,
leading to uncertainty about the components of a high-
quality discharge summary. Although some respondents
received limited training in discharge communication in
medical school, most learned by “seeing and doing.” Some
providers suggested that greater involvement in discharge
documentation by attending physicians and nurse practi-
tioners might be helpful. An attending physician discussed
how discontinuities in resident rotations can hinder conti-
nuity in patient care:
We need to stop going through residents when acute issues
are occurring. They need to learn, but they also need not to be
barriers to direct communication between attending [physi-
cians] . . . rather thanhaving a process that involves communication
with intermediaries, it should be a direct warm handoff between
experienced knowledgeable providers who are ultimate[ly] re-
sponsible for those veterans rather than those who have no
ownership or longitudinal memory. Nurse practitioners are
pulled into those discussions because they do provide continuity
in longitudinal care, whereas residents tend not to. (PCP, P11)
2. Models for Transitions of Care and Local Culture.
Two PCPs discussed how improving transitions of care
would involve shifts in the medical center culture. One at-
tending physician reﬂected on alternative ways of thinking
about transfers of care by applying metaphors from Amer-
ican football:
We talk a lot about handoff, and there is no handoff . . . the
current handoff is more like a punt. . . . I am going to kick it
to you and . . . it’s your ball . . . it is going to require a cultur-
al change where, as part of the discharge process, there is some
sort of handoff and it is some sort of communication. I think
that the best communication is face-to-face. That is often not
feasible, but a phone call would be second best, I would say,
and, then, third would be some sort of electronic communi-
cation like an e-mail, a text message. (PCP, P15)
The sports analogy suggests that rather than two players
on the same team passing the ball, the current practice is
to “punt” responsibility from the inpatient team to another
team of PCPs. Two PCPs suggested that while the facility’s
model of care does not require inpatient providers to advise
PCPs when their patients are hospitalized, inpatient pro-
viders should play more of a role in coordinating between
neurology and outpatient clinics:
My own role in managing hypertension is zero because in our
facility’s cultural scheme the hospital team does not call me if
my patient is admitted to the hospital or discharged. Therefore
I follow up with the patient following discharge—It doesn’t
have to be that way. Certainly the hospital team has the primary
care in the inpatient setting. One could ask whether there’s some
beneﬁt to coordinating with the outpatient doctors—there prob-
ably is some beneﬁt. I can’t even think of the last time anyone’s
called me about one of my patients who was admitted. That’s
different in other hospitals, so that’s why I said cultural scheme.
(PCP, P9).
As a primary care physician, I feel sometimes the specialist may
sort of drop the ball and default to primary care. There prob-
ably needs to be good communication and coordination of
follow-up between primary care and neurology. (PCP, P7)
These PCPs call attention to areas of improvement that
require broader changes between units rather than individ-
ual shifts in behavior. Other PCPs attributed communication
barriers to wide variations in familiarity with patients. Com-
pared to inpatient providers who interact with a patient for
24–48 hours, outpatient providers had long-standing rela-
tionships with patients, enabling them to tailor treatment
plans based on the patient’s goals rather than reliance on pro-
viders’ judgment or adherence to clinical guidelines.
3. Local Discharge Practices. Participants made clear
that communication through the EHR is necessary, but by
itself may be ineffective for all transitions between inpa-
tient and outpatient care. Inpatient and outpatient providers
acknowledged that PCPs should be made aware that their
patient was hospitalized. Participants suggested reorganiz-
ing EHR notes by clinical service rather than chronologically
for ease of use and to highlight medication changes. A phar-
macist suggested adding PCPs as cosigners on discharge
documents. One outpatient nurse with 20 years of experi-
ence (P13) suggested that the most important change would
be that each medical specialty had one “live person” to contact
during business hours. Outpatient providers also suggested
that the communication was greater among “teamlets” in the
patient-centered home model (teamlets include four members:
PCP, registered nurse care manager, licensed practical nurse,
medical support assistant).30,31 Outpatient providers suggested
that in-person, phone, or e-mail communication is “highly
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appreciated.” Because communication beyond the EHR is
rare, when it does occur.
It is like a godsend . . . when I am attending on the inpatient
service, I try to encourage my medical students and residents
to communicate with the PCP just to try and improve that com-
munication because it is a huge gap. It is assumed the PCP is
going to read the Discharge Summary, and the PCP will un-
derstand what happened and all the changes and additions and,
to some extent, it’s true that the electronic medical record fa-
cilitates some sort of transition. But by itself, it is inadequate
and could be really improved with a phone call or e-mail or
some sort of outreach. (PCP, P15)
DISCUSSION
We conducted a qualitative pilot study to better under-
stand the communication challenges faced by providers on
both sides of the transfer of care for patients with stroke/
TIA from inpatient to outpatient settings. As a qualitative
study it was not designed to draw generalized conclusions.
Research utilizing larger qualitative and/or quantitative samples
from a larger number of institutions will be necessary to
conﬁrm or reject our ﬁndings. Examining the perspectives
of medical providers responsible for managing hyperten-
sion for stroke/TIA patients offers a window into the complex
interpersonal interactions involved in delivering integrated
care across time and space. Despite our focus on stroke/
TIA patients, local cultural and contextual barriers and
challenges to the discharge process outweighed speciﬁc con-
cerns about transitions of care for patients with cerebrovascular
disease. As one of the few qualitative studies that examine
multidisciplinary provider perspectives across the care
continuum,32 this study substantiates prior research that
demonstrates how ambiguities and inconsistences in com-
munication from inpatient providers created uncertainty and
frustration for PCPs.4,9,33 This was true despite the fact that
residents rotated on inpatient and outpatient services and
have experienced both roles. While we recognize that it may
be unrealistic to expect busy providers to engage in all of
the communication processes that they described in inter-
views as optimal, our analysis suggests several potential
improvement opportunities for discharging post-stroke/
TIA patients and discharge communication in general:
(1) standardized, mutually understood guidelines for
communication and hypertension management between
neurology and primary care; (2) modiﬁcations to discharge
summary templates that require speciﬁc details about changes
to medication regimens during hospitalization, rationale for
treatment decisions, and proposed treatments; and (3) stan-
dardized mechanisms to ensure that PCPs are informed about
inpatient hospitalizations for their patients. Table 3 (page )
outlines current approaches and relevant interventions that
address the three major challenges we identify.
Despite the fact that studies have shown that hospital and
PCPs generally share consensus on what constitutes a
high-quality discharge summary,34 communication of dis-
charge information remains a source of discontinuity between
the acute and chronic phases of care, leading to lower quality
and adverse clinical outcomes.4 In the area of stroke, more
effective discharge communication could lead to signiﬁ-
cant reductions in hospital readmission.35 Johnson et al.
suggest that inpatient providers typically adopt a “hospital
centric” view with an overreliance on the patient as “infor-
mation courier.”36 Inpatient and outpatient providers appear
to lack a sense of “shared common ground”37 that would fa-
cilitate collaboration about transitions of care. This may stem
from disjointed work ﬂows and a lack of cognitive connec-
tion that trainees make between their inpatient and outpatient
roles.38
Our ﬁndings also align with research on the unintended
consequences of the EHR.39 One cost of EHR communi-
cation is the “checkbox mentality” of templates that may
discourage providers from developing a clear picture or nar-
rative about individual patients.40,41 This may in part be driven
by EHR templates designed for easy data extraction for billing
and coding, but not for inclusion of a diagnostic or thera-
peutic rationale connecting the discharge information to the
outpatient provider’s task. Studies of the VA’s EHR have sug-
gested that the practice of copying and pasting notes also
leads to both “benign” and “misleading” errors, as well as
to a lack of updates regarding patient conditions, and to re-
dundant information,42 which may point to inherent limits
of EHRs compared to paper records.22
Awareness of the signiﬁcance of discontinuities in care
has been heightened with the recognition that medical error
is the third leading cause of death in the United States.43 A
recent systematic review found that although organization-
al culture and standardized measures of continuity of care
are key factors in the quality and safety of care transitions,
few interventions focus on changing the attitudes of care
providers or offering speciﬁc guidance on producing rele-
vant, timely discharge information.5 In a study of ﬁrst-year
internal medical residents, approximately one in three dis-
charge summaries were inaccurate in the areas of medication
lists, medication changes, and follow-up plans.44 Interven-
tions aimed at improving communication may cultivate a
“pay-it-forward” or anticipatory management sensibility,45
whereby inpatient providers conceptualize their relation-
ship with PCPs as a form of indirect reciprocity.46 Rather
than viewing the transition of care as a mechanical process,
in this model the inpatient provider should ask, “What would
I want and need as the primary outpatient provider who
will be providing the next steps in care for this patient?”
Establishing two-way communication would likely gener-
ate more interest in altruistic acts that can foster cooperation
across clinical domains.47 Although medical residents learn
how to practice in both inpatient and outpatient settings,
they may not always appreciate the ﬂuidity of their differ-
ent roles. Explicitly connecting the two may improve the
quality of information contained in the discharge summary
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as well as facilitating interpretation of the information by
the PCP.
More research connecting inpatient and outpatient roles
in resident training, speciﬁc challenges that relate to stroke/
TIA care, and approaches to educating providers constitute
next steps in a research agenda. Despite widespread aware-
ness of the negative consequences of poor communication
in handoffs and transitions of care, little research has iden-
tiﬁed best practices.7,48,49 Authors such as Hilligoss and
Cohen50 and Horowitz and colleagues51 suggest that edu-
cation for effective handoffs incorporate direct observation
and feedback or handoff behaviors, use of reﬂective prac-
tice as a way to inculcate vigilance, and attention to differences
in handoff types (for example, within-unit handoffs [between
trainees who are largely known to one another] and between-
unit transfers of care [between trainees or attending physicians
who are strangers to one another]). We are developing a
handover tool for residents and attending physicians
Table 3. Implications for Hospitals and Primary Care Providers (PCPs) Regarding Communication Across Transi-
tions of Stroke Care
Key Challenge Addressing Gaps in Current Approach
Effective Interventions Reported
in the Literature
1. Consistent, concise but complete
medication and treatment plans
• For stroke patients requiring hypertension
management, hospitalist physicians include
treatment rationale or clarity about
medication
“Two minute” summaries of treatment and
discharge plan
I-PASS1–3
Bundled set of interventions emphasizing
illness severity, patient summary, action items,
situation awareness and contingency plans,
and synthesis by receiver
TRACER4
2-week resident rotation in which trainees
follow patients into post-acute care, enabling
insights into issue faced by PCPs
2. Reliable, standardized discharge
documentation
• Provide hospitalists access to electronic
health information that PCPs require
• Regular feedback given by PCPs and/or
attending physicians on discharge
communication
Resident-Directed Quality Improvement
Program on Care Transitions
Incentive-based program with education on
care transitions, standardized documentation,
audit and feedback, and rapid data analysis.5
Audit and Feedback on Discharge
Summary6
Pre-post intervention study with targeted
feedback for fellows resulted in improvement
in discharge documentation
3. Use of multiple modes of
communication
• Include a note and phone number to
person receiving transition of care
• Training that emphasizes how local cultures
and context affect communication regarding
transitions of care
Face-to-Face Is Optimal for Handoffs
Patterson and colleagues7 have reviewed the
literature on handoffs in a number of high
reliability industries and concluded that face-
to-face handoffs have the highest accuracy
and reliability.
TeamSTEPPS8,9
Toolkit aimed at building competency in team
leadership, situation monitoring, mutual
support, and communication
References:
1. Starmer AJ, et al. I-pass, a mnemonic to standardize verbal handoffs. Pediatrics. 2012;129:201–204.
2. Starmer AJ, Landrigan CP. Changes in medical errors with a handoff program. N Engl J Med. 2015 Jan 29;372:490–491.
3. Starmer AJ, et al. Development, implementation, and dissemination of the I-PASS handoff curriculum: A multisite educational inter-
vention to improve patient handoffs. Acad Med. 2014;89:876–884.
4. Meade LB, et al. TRACER: An “eye-opener” to the patient experience across the transition of care in an internal medicine resident
program. J Community Hosp Intern Med Perspect. 2015 Apr 1;5:26230.
5. Kalanithi L, et al. The effect of a resident-led quality improvement project on improving communication between hospital-based and
outpatient physicians. Am J Med Qual. 2013;28:472–479.
6. Dinescu A, et al. Audit and feedback: An intervention to improve discharge summary completion. J Hosp Med. 2011;6:28–32.
7. Patterson ES. Communication strategies from high-reliability organizations: Translation is hard work. Ann Surg. 2007;245:170–172.
8. King HB, et al. TeamSTEPPS™: Team strategies and tools to enhance performance and patient safety. In Henriksen K, et al. editors:
Advances in Patient Safety: New Directions and Alternative Approaches, vol 3: Performance and Tools. Rockville, MD: Agency for Health-
care Research and Quality, 2008. Accessed Nov 22, 2016. http://www.ahrq.gov/downloads/pub/advances2/vol3/advances-king_1.pdf.
9. Thomas L, Galla C. Building a culture of safety through team training and engagement. BMJ Qual Saf. 2013;22:425–434.
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discharging hospitalized patients based on an earlier study
of anticipatory management in end-of-shift handoffs.45 The
tool systematizes the hospital course content into a logical
series of steps that encourages perspective taking and holis-
tic, narrative-based modes of communication.52 Further
evaluation is necessary, but the tool has been tested on one
cohort of residents and has been recommended on a trial
basis by the graduate medical education division as a model
for improving discharge communication across disciplines.
Limitations
This study offers insights into cultural factors that inpa-
tient and outpatient providers perceive as inﬂuencing
communication during transitions of care. Findings from the
small sample drawn from a single VAMC are not meant to
generalize to other medical systems nor to providers caring
for all types of cerebrovascular patients. Study participants
may have focused on generic issues faced by their teams rather
than their individual perspectives on effective communica-
tion practices for such patients. Similarly, stroke/TIA patients
may represent a small proportion of their patients and thus
may be subsumed into a generic set of practices. Finally,
because interviews with patients were not included in our
analysis, our ﬁndings are limited to the provider perspec-
tive alone. Future studies may also incorporate direct
observation of activities such as EHR data entry or face-to-
face communication of discharge summaries.
CONCLUSION
Drawing from interviews with inpatient providers and
PCPs, we found that effective transitions of care require
clear, unambiguous communication to reduce the risk of mis-
understanding that could lead to patient harm. Inpatient
providers, constrained by the rapid pace of acute care and
duty hour restrictions, may not prioritize writing concise,
“high quality” discharge notes and instructions with the end
users in mind. On the receiving end of the discharge process,
outpatient providers face difficulties sifting through disor-
ganized, redundant information. Increasing trainees’ and
practicing physicians’ awareness of the challenges and op-
portunities that lie on both sides of transfers of care may
be helpful in creating a culture in which the anticipated
information and management needs of both inpatient and
outpatient providers are systematically taken into account.
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